Summary Fracture liaison services (FLS) are advocated to improve osteoporosis treatment after fragility fracture, but there are few economic analyses of different models. A population-based 1i [=type C] FLS for non-hip fractures was implemented and it costs $44 per patient and it was very costeffective ($9200 per QALY gained). Small operational changes would convert it from cost-effective to cost-saving. Introduction After fragility fracture, <20% of patients receive osteoporosis treatment. FLS are recommended to address this deficit but there are very few economic analyses of different FLS models. Therefore, we conducted an economic analysis of a 1i (=type C) FLS called BCatch a Break (CaB).M ethods CaB is a population-based FLS in Alberta, Canada, that case-finds older outpatients with non-traumatic upper extremity, spine, pelvis, or Bother^non-hip fractures and provides telephonic outreach and printed educational materials to patients and their physicians. Cost-effectiveness was assessed using Markov decision-analytic models. Costs were expressed in 2014 Canadian dollars and effectiveness based on model simulations of recurrent fractures and quality-adjusted life years (QALYs). Perspective was healthcare payer; horizon was lifetime; and costs and benefits were discounted 3%.
Introduction
Osteoporosis is a chronic and progressive condition associated with low bone mineral density (BMD) and skeletal fragility that causes susceptibility to low-trauma fragility fractures [1] [2] [3] . Fractures can cause acute and chronic pain, deformity, diminished quality of life, disability, loss of independence, nursing home admission, and even death [1] [2] [3] . Osteoporosis affects at least two million Canadians or about 25% of women and 12% of men older than 50 years [2] . A woman's lifetime risk of an osteoporosis-related fracture is 40-50% while a man's is 12-20% [2, 3] . Each year in Canada, there are about 130,000 osteoporosis-attributable fractures at an estimated annual cost of $4.6 billion [4] .
At present, many experts have described Ba crisis in the treatment of osteoporosis^and have noted that many of the gains made in the last quarter of a century are unraveling [5] . This is particularly true for those who have just suffered an osteoporosis-related fracture; instead of being the group with the highest testing and treatment rates, those who have survived a fracture have rates of treatment of less than 20% [1, [5] [6] [7] [8] [9] . To address this care gap, clinicians, experts, and several societies (e.g., American Society of Bone [5] [6] [7] [8] . Although there are a few randomized trials to support FLS, the available evidence suggests that the more intensive (and expensive) the FLS, the more effective it is at managing osteoporosis and thus reducing downstream fractures and improving quality of life [9] . There are, however, even fewer data on whether different FLS models are cost-effective or worthwhile [9, 10] .
Thus, we undertook a detailed evaluation of BCatch a Break (CaB),^which is a B1i (= type C)^population-based outpatient FLS [11] . CaB itself was adapted from a randomized controlled trial of another 1i (= type C) intervention that consisted of patient identification with telephonic contacts, educational mail-outs, and patient-specific family physician alerting and outreach that cost about $12 per patient [12] [13] [14] [15] . This intervention, tested under the ideal circumstances of a randomized trial, was cost-saving and a budget impact analysis suggested it would Bbreak-even^within 2 years of implementation [15] . In addition, another Canadian province (Manitoba) conducted a randomized trial comparing usual care controls to a similar 1i (= type C) strategy as CaB (but used a different case-finding approach and did not use telephonic outreach for patients) that costs about $8 per patient and that was also cost-saving in formal economic analyses [16, 17] . But it should be acknowledged that both of the aforementioned interventions [12] [13] [14] [15] [16] [17] were conducted as randomized trials under ideal circumstances and with adequate resources and infrastructure, and it is well known that when such evidence based on trials is translated into the Breal world^that implementation often suffers because of attenuated fidelity, that clinical effectiveness tends to diminish, and that intervention costs may increase [1, 10] .
Therefore, we undertook an independent economic evaluation of CaB as it was introduced into the Breal world.F urthermore, although CaB is by strict definition a 1i (= type C) FLS, it is still sufficiently different from other programs in terms of the populations at risk, types of fractures included, methods for determining eligibility, and the manner by which specific intervention components are delivered that it requires a comprehensive and independent evaluation to determine if it should continue and if other jurisdictions should adopt something like CaB. We believe that a formal cost-effectiveness analysis is still needed to better determine value for money and return on investment for and hypothesized that the CaB intervention would be superior to usual care.
Methods

Description of Catch a Break
Health Link is a pre-existing province-wide publicly funded program for patient support and it proffers health advice and counseling by trained staff. Health Link also has the infrastructure to act as a platform for various health-related initiatives such as InformAlberta [18] and CaB. First, administrative and claim data from emergency departments (ED) and ambulatory urgent care centers across Alberta were reviewed to identify patients who may have had a low-trauma (fragility) non-hip fracture. Of note, patients with hip fractures (who are hospitalized, undergo surgical fixation, spend weeks to months in hospital or inpatient rehabilitation facilities, and often transferred to long-term care) were deemed not suitable for CaB because these patients are almost impossible to contact within 6 weeks of fracture and need more intensive osteoporosis management [19] . Indeed, based on high-quality randomized trials, guidelines recommend an inpatient-based nurse case manager or orthogeriatric service (i.e., a 3i [= type A]) to deal with frail and hospitalized hip fracture patients [2] . Thus, CaB was designed to help outpatients with nontraumatic non-hip fractures.
Once patients were identified by administrative data, Health Link staff contacted patients by phone 6 weeks post-fracture and conducted a standardized osteoporosis screening risk assessment using an electronic questionnaire [11, 19] similar to FRAX or CAROC [2, 3] . Participants deemed Bhigh riskf or osteoporosis and recurrent fracture (e.g., a 10-year risk of major osteoporotic fracture = 20% or risk of hip fracture = 3% [2, 3] ) were asked to follow up with their family physician for investigations and management of osteoporosis. Participants were also mailed osteoporosis educational materials. Notification of screening results, along with current diagnostic and treatment guidelines, was sent to the family physician of record. High-risk participants who had not yet seen their family physician were contacted at 3 and 6 months with reminders. All participants were contacted at 12 months to complete a final assessment; this cohort represents the CaB intervention group [19] .
We stratified fractures into four groups: upper extremity (including rib fractures since rates of low BMD and recurrent fracture are nearly identical to that of upper extremity fractures); spine; pelvis (since rates of low BMD and recurrent fracture are similar to that of hip fracture); and Bother^(primarily ankle) fractures [20] . For the mature CaB intervention running for 1 year, we determined that 4633 participants would complete the intervention out of 7323 potentially eligible patients.
Using these same programmatic data, we also simulated a control group (i.e., usual care) based on the outpatients enrolled in CaB that were newly started on bisphosphonate treatment in 6-12 weeks after their non-traumatic non-hip fracture. Because these outpatients had fracture, they were potentially eligible for CaB, but since they were already newly treated, they did not receive any further interventions or follow-up. They were otherwise drawn from exactly the same population and have the same age, sex, incident fracture distributions, and so on, as those who entered CaB. For this control cohort, it was assumed that rates of BMD tests, rates of low bone mass, rates of longterm adherence and persistence with bisphosphonates, and all downstream costs and event rates were the same as for the patients who received the full CaB intervention and were followed for 1 year. For between-group comparisons, chisquared and t tests as appropriate were used and a two-sided p value of 0.05 was considered statistically significant.
Cost-effectiveness analysis
The cost-effectiveness analysis takes a third party healthcare payor perspective and compares the group of outpatients with fracture receiving the CaB intervention to a simulated usual care control group by using a decision analytic model that incorporates Markov processes. Data regarding population at risk, fracture types, and achieved rates of treatment were drawn directly from CaB. Cost-effectiveness was assessed through a decision analytic model incorporating Markov processes to estimate incremental costs and effectiveness based on quality-adjusted life years (QALYs) gained [21] [22] [23] [24] [25] . In general, interventions are considered cost-effective when they either (1) cost less and are more effective or (2) cost more but are more effective than a comparator, but society is willing to pay for this additional cost. In the latter scenario, the incremental cost-effectiveness ratio (ICER), the ratio of incremental cost to incremental health effect, is commonly compared to some threshold level that reflects the amount a society is willing to pay for an additional unit of health [26] . This threshold represents the opportunity cost, relating to health outcomes foregone, by the reallocation of resources needed for the intervention [27] . A QALY-based threshold of $50,000 USD (about $55,000 in 2014 $CDN [28] ) is often suggested [29] while a UK study [27] empirically estimated a threshold of £12,936 (about $24,000 in 2014 $CDN); we used these thresholds in our assessments of societal Bwillingness-topay.^We took a lifetime horizon and the perspective of a third party public healthcare payer. Figure 3 illustrates the model, displaying two study arms and, for each arm, four osteoporosis-related diagnosis and treatment pathways possible in 12 months following fracture. The proportion of patients within each group was derived from CaB data (Table 1) . Then, three unique Markov processes were constructed (Fig. 3) , and these were distinguished only by their transition probabilities: low bone mass and receiving osteoporosis treatment (M1), low bone mass detected but not receiving osteoporosis treatment (M2), and normal bone mass and appropriately not treated (M3). M1 and M3 represent high-quality guideline-concordant care.
Decision analytic model
The structure of the Markov process was adapted from the IOF cost-effectiveness reference model [23] [24] [25] and our prior work [14] [15] [16] . The model incorporates 15 health states that simulate the movement of patients from the time of fracture identification at age 50 years to the age of 100 years or death (see Fig. 4 ). All patients entered the model at one of four initial post-fracture health states (upper extremity, spine, pelvis, other) derived from CaB data. Then, a proportion of the cohort moves to one of the other 11 states once per annual cycle, in accordance with transition probabilities derived from rates specific to the type of subsequent fracture incurred, presence or absence of low bone mass, treatment induced and fracture type-specific reductions in subsequent fractures, and population-based and age-specific death rates.
Model assumptions
The model incorporates three simplifying assumptions. First, patients were considered to have normal (T-scores better than or equal to −1.1 at all skeletal sites measured) or treatably low levels of bone mass (T-scores worse than −1.1, encompassing densitometric osteopenia and osteoporosis) based on BMD measurements. Second, we assumed all patients were treated with alendronate or risedronate (hereafter referred to as bisphosphonate treatment), because they are generic and the most widely prescribed bisphosphonates in Canada and have the greatest weight of evidence available for fracture reduction. Last, we assumed that no additional non-hip fractures would occur after a hip fracture, although repeat hip fractures were permitted [23] [24] [25] .
Model inputs
The mean values and standard errors of all parameters used in the model are presented in Table 5 . The key inputs are summarized below:
1. Repeat fracture rates. We assumed repeat fracture rates for low bone mass patients not treated for osteoporosis were constant with respect to age and fracture site [22] [23] [24] [25] and (because there are currently no comparable Alberta-based data) based these fracture rates on recent Manitoba data [18, 30] . Repeat fracture rates for normal bone mass were considered to be the same as for patients with low bone mass treated with bisphosphonates. 2. Fracture reduction with bisphosphonates. Estimates of fracture reduction were based on meta-analysis and included a pooled 49% reduction in risk of hip and vertebral fractures and a pooled 48% reduction for humeral and distal radial fractures [31] . In the base case analysis, bisphosphonate treatment was for 5-year duration. In the first year of treatment, fracture reduction was assumed to be half the full achievable benefit accrued over 5 years. As well, a residual positive effect of treatment was assumed for 5 years following discontinuation [32] . This residual effect was modeled as linear but with diminishing benefits [32] . One-year persistence with bisphosphonate treatment has been reported as 60% [33] , and we assumed this rate of persistence would continue for the next 4 years of treatment. All patients who persisted with bisphosphonate treatment were assumed to have greater than 80% adherence to their medications [15] . We assumed no clinical benefits accrued to the 40% of patients who discontinued treatment in the first year of treatment, and we assumed no clinical benefits associated with over-the-counter calcium and vitamin D supplements. For the latter, we also assumed no costs as these supplements are not covered and patients pay out of pocket. 3. Costs. All costs were expressed in constant 2014 CDN dollars and restricted to direct medical costs, i.e., no indirect costs were incorporated into our analyses. In the base case, all costs and outcomes were discounted at 3% per annum [34] . Specific costs included the following (for additional details and information sources, also refer to Table 5 ):
& Costs of the CaB intervention. Ongoing costs for case-finding and implementing the intervention were based on independently conducted time-motion studies and shown in Table 2 We also assumed bisphosphonates would generate trivial direct medical costs related to side effects [37] . & Costs of subsequent fractures. Estimated annual costs for the health states relate to the management of subsequent clinically symptomatic spine, hip (including pelvis fractures), and upper extremity fractures (including rib). Costs were estimated based on standardized physician fees while other health services and their unit values were obtained from regional and national databases [36, 38] . We assumed hip fractures would require surgical fixation and a 7-day hospital stay [38] . A case-mix method was used for inpatient costs [39] . It was assumed that 80% of patients would be discharged home after hip fracture and 20% to long-term care facilities; costs of long-term care were based on provincial per diems less patient copayments [40] . Only 10% of patients with clinically symptomatic vertebral fractures were assumed to require inpatient care [41] . Hospital costs were estimated in similar manner as hip fractures [38, 39] . Following discharge, routine care was considered nine follow-up physician visits and one spinal radiograph. The non-hospitalized clinically symptomatic vertebral fracture patients (90%) required four physician visits, two spinal radiographs, and eight visits of outpatient rehabilitation. Patients with subsequent proximal humerus and distal radius fractures were assumed to present to EDs or fracture clinics for treatment and had one closed fracture reduction, two physician follow-up visits, two post-reduction radiographs, eight outpatient rehabilitation visits, and no subsequent surgical repair.
4. Mortality rates. Patients were assumed to have the same risk of death as the general population, except in the 1 year following a hip fracture [22, 23] . Published life tables were used for age-specific death rates [42] , and agespecific excess mortality rates in the 1 year following hip fracture (and spine fracture) were derived from the IOF reference models [25] . 5. Health-related quality of life. We used age-specific utility weights for each health state based on published utilities and their proposed multipliers [25, 43] .
Deterministic sensitivity analyses
Conventional one-way deterministic sensitivity analyses were conducted to evaluate the robustness of the model. First, we evaluated the impact of excluding Bother^fractures from CaB. Collectively, these Bother^fractures are not independently associated with an increased risk of subsequent fragility fractures or low bone mass [20] . Second, we assessed the consequences of a 25% decrease (or increase) in the intervention cost. Third, although bisphosphonates are commonly used as the base case analyses in many osteoporosis-related cost effectiveness models [44] , other more expensive or Bon patentô ral bisphosphonates (e.g., ibandronate) might be used; thus, we conducted sensitivity analyses wherein drug costs were doubled and tripled. Fourth, we re-ran our models assuming only 35% fracture reduction with bisphosphonates; this is the value used by the IOF [25] and approximates the lower bounds of published 95% confidence intervals [31] . Fifth, we included an analysis of the impact of 50% medication adherence rather than the 80% adherence used in the base case and employed recent projections that estimated bisphosphonate effectiveness would thence be only 30% of what could be achieved with optimal adherence [44, 45] . Sixth, we explored the impact of reducing the proportion of patients who persisted with their medication from 60 to 30%. Seventh, because patients may derive a mortality reduction with bisphosphonates, we included a sensitivity analysis to assess an 11% bisphosphonate-related mortality reduction 1 year post-fracture [46] . Eighth, we included the potential for increased mortality following a vertebral fracture and handled it in the same way we incorporated increased mortality after a hip fracture. Ninth, although we used the currently recommended 3% discount rate for both costs and benefits [34] , we examined the impact of using higher and lower discount rates. Last, we conducted a two-way sensitivity analysis that simultaneously excluded Bother^fractures and reduced intervention costs by 25% as these are the two aspects of the intervention that healthcare administrators could change.
Probabilistic sensitivity analysis
We also conducted a probabilistic sensitivity analysis to assess the impact of parameter uncertainty. Probability distributions were assigned to all variables for which there was uncertainty associated with the base case. We chose a gamma distribution to generate random values for unit costs but otherwise used a beta distribution and then undertook 10,000 simulations.
Results were summarized using a cost-effectiveness acceptability curve, which represents the percent of simulations that were cost-effective for each study arm at various potential levels of societal willingness-to-pay. All analyses were conducted using the TreeAge Pro Healthcare Module 2016 (TreeAge Software Inc., Williamstown, MA).
Results
Patient characteristics
At baseline, the average age of eligible patients (n = 7323) was 67 (±11) years and 75% were female. Most (69%) patients had an initial upper extremity fracture (including 14% with rib fractures considered Bupper extremity equivalents^), 5% a spine fracture, 4% a pelvis fracture (considered Bhip fracture equivalents^), and 22% Bother^fractures (17% ankle).
CaB intervention effect
Overall, CaB increased the proportion of patients who appropriately received bisphosphonate treatment to prevent future fracture by 4.3%. Specifically, in the year following fracture, 17.5% (95% CI 15.6-19.4%) of CaB patients were treated with bisphosphonates vs 13.2% (95% CI 12.4-14.0%) of the usual care control group (p < 0.001 for difference).
Base case analysis
The base case model suggests that, over their lifetime, patients exposed to the CaB intervention would be less likely to fracture again compared with usual care. For every 10,000 patients that participated in CaB, an additional 400 patients would be treated with bisphosphonates, resulting in the avoidance of about 4 hip fractures and 14 major osteoporotic fractures in total and a modest gain of 12 QALYs vs usual care (Table 3) . Those gains were achieved at an incremental cost of $11 per patient compared to usual care or about $9200 per QALY gained. 
Deterministic sensitivity analyses
One-way sensitivity analyses indicated that the results of the base case were reasonably robust to most plausible scenarios, i.e., achieving either an ICER of less than $55,000 or dominating usual care (that is, less costly and more effective, see Table 4 ). The three exceptions were a 500% increase in bisphosphonate price, reduction of treatment persistence to 30% (from the base case of 60%), and assuming only 50% adherence to treatment among those who persisted with treatment for at least 1 year (vs base case of 80%, see Table 4 ). Of note, there are some scenarios over which CaB administrators might have direct influence and could improve costeffectiveness. Namely, if Bother^fractures were excluded from case-finding, then incremental costs would be reduced to 0, while the incremental effectiveness would improve slightly. Similarly, decreasing intervention costs by 25% by reducing the time spent on detailed risk assessment could also reduce incremental cost to 0. Indeed, the two-way sensitivity analysis showed, by simultaneously excluding Bother^frac-tures and reducing intervention costs by 25%, that incremental cost would decline to −$11 per patient (i.e., CaB would be cost-saving) and the incremental effect could increase to 0.0014 QALYs. Thus, instead of being very cost-effective, the CaB intervention would in fact Bdominate^usual care.
Probabilistic sensitivity analysis
The majority of simulations (71%) fell in Quadrant I (Fig. 1) , indicating that the intervention costs more than the usual care but was also more effective. The remainder of the simulations (29%) fell into Quadrant IV, indicating that the intervention was dominant, i.e., less costly and more effective than usual care. The cost-effectiveness acceptability curve for the intervention (red curve Fig. 2) indicates that the intervention would not be cost-effective if society's willingness-to-pay was set at 0, i.e., the intervention must be cost-neutral or cost-saving to be adopted. At the origin, where the threshold is 0, the probability that the intervention is cost-effective is only 29%. However, the estimated ICER for the intervention is $9167 and lower than either of the thresholds described earlier.
Specifically, based on the uncertainty contained in our model, the probability of the intervention being cost-effective is 64% in relation to the $24,000 threshold (B), but 85% if the $55,000 threshold (C) were deemed appropriate. 
Discussion
Catch a Break is an ongoing evidence-informed 1i (=type C) FLS intervention designed to identify patients with fragility fracture at high risk of osteoporosis and alert both the patient and their family physician to the need for more urgent management of osteoporosis. Based on earlier randomized trials and recent meta-analysis, CaB would be expected to increase osteoporosis treatment rates by about 16% (95%CI 7-25); when implemented in the real world on a population-wide basis, CaB increased treatment rates by about 4% at a cost of approximately $44 per patient. Though it was both somewhat less effective and somewhat more expensive than prior reports of similar interventions, our economic analysis suggests that the program is still cost-effective. Specifically, for every 10,000 participants who entered CaB, we would expect to prevent 14 major osteoporotic fractures (4 fewer hip fractures) and gain 12 additional QALYs at a cost of $9167 per QALY gained. These findings were robust to numerous deterministic and probabilistic sensitivity analyses and CaB would be considered cost-effective in more than 80% of simulations at conventional societal willingness-to-pay thresholds. These findings were, analytically, most sensitive to assumptions related to treatment (its costs, adherence, and persistence) and discounting rates. On the other hand, in terms of what those who actually run CaB have influence over, we found that by reducing intervention costs by 25% (perhaps by decreasing efforts on detailed osteoporosis risk assessments) or excluding patients with Bother^fractures (consistent with available evidence [20] and other programs [16, 17] 
) or
Notes
Line A indicates the ICER of the base case results. Line B indicates the cost-effectiveness threshold based on Claxton [27] . Line C indicates the cost-effectiveness threshold based on Neuman [29] . [27] . Line C indicates the cost-effectiveness threshold based on Neumann [29] doing both simultaneously would improve cost-effectiveness substantively; the latter approach would yield cost-savings and CaB would dominate usual care.
Although it is difficult to compare different interventions and programs in terms of their cost-effectiveness, there are at least four similar Canadian programs (or trials) [14] [15] [16] 47] . Three of the interventions were similar in structure to CaB, although all three of these studies demonstrated greater effectiveness in terms of increasing treatment rates and (on a per patient basis) cost less than the CaB approach, and all three of these studies were cost-saving and would Bbreak even^within 2-4 years of implementation [14] [15] [16] . The other study, the Ontario Fracture Clinic Screening program [47] , was more effective at increasing treatment than CaB (increasing treatment rates by about 20% vs usual care) but also costs more than twice per patient of what CaB costs ($97 vs $44) and so it was less cost-effective at $19,132 per QALY gained [47] . But this is still Bcost-effective^by conventional standards, and those authors reported that if their program were enabled to order BMD tests and send the results to family physicians (Bfast track,^essentially converting their 1i [= type C] model to a 2i [= type B] model), it would be even more cost-effective ($5720 per QALY gained) [47] .
Despite some strengths, there are several limitations of our work that ought to be noted. First and foremost, our estimates of effectiveness are not based on randomized trial evidence but rather based on 1 year of follow-up of CaB participants compared with usual care simulations. That said, the estimate of effect is actually smaller than that predicted by meta-analysis (95%CI ranging from 7 to 25%), suggesting the absence of any overinflation of benefits that might be encountered in an uncontrolled study. Second, although not a limitation of our economic analysis per se, patients hospitalized with hip fractures were excluded altogether and we do not know participant's BMD or what their long-term rates of recurrent fracture are as we only had 1 year of programmatic data and not lifetime data. Third, all assumptions that we made, by design, were very conservative (e.g., no mortality benefit from bisphosphonates, no increased bone loss over time without treatment, no mortality reduction associated with preventing vertebral fractures) and biased against the intervention, and this is perhaps best exemplified by our choice of discount rate. Although we used the recommended real discount rate of 3% [34] , we believe this is quite high in the present low interest rate environment. Since the stream of costs related to the intervention is more weighted toward the present than usual care, a lower discount rate (e.g., 1%) would result in the intervention dominating usual care. Fourth, we did not include up-front setup or training costs for CaB on the one hand nor on the other hand did we include indirect costs such as lost productivity or informal caregiving. Last, even though population-based and consistent with 1i (= type C) FLS endorsed by ASBMR, IOF, and OC, some may be concerned that the results may not be applicable to other nations or jurisdictions.
In conclusion, a population-based implementation of a 1i (=type C) FLS improved treatment of patients with osteoporosis and over the long run would be expected to reduce recurrent fractures, increase quality of life, and be cost-effective under a wide range of assumptions and across different societal thresholds for willingness to pay. More effective and less expensive programs would be expected to be even more cost-effective and perhaps even cost-saving, but this remains to be seen. 
